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Psychological Aspects 
of Obesity * 


HILDE BRUCH, M.D.+ 


Obese individuals are characterized by an exaggeration of their bodily appear- 
ance through excessive accumulation of fat. They are conspicuous and provoke 
an emotional response from the environment, which has varied, at different times 
and in various social settings, from awe, admiration and envy to pity, disgust 
and contempt. The current American attitude is so derogatory that even mild 
degrees of overweight are frowned upon. Obesity has been called our “number 
one health problem,” and, in a more hostile vein, ‘‘a national scandal.” 

In medical and popular opinion being fat is considered ugly, unhealthy and 
a sign of greed and self-indulgence. Fat people could be thin, according to this 
opinion, if they only had the “will power”’ to stick to a diet. If they are exposed 
to social humiliation, so the argument runs, they have only themselves to blame 
because through becoming thin they could escape their psychological suffering. 

For a new perspective of the whole obesity problem, for a more objective, 
truly medical view, we must step outside the common cultural prejudices and 
look upon obesity and its various aspects (overeating, inactivity and increased 
fat storage) as manifestations of special adaptive patterns intricately interwoven 
with a person’s whole development and his life experiences. Approached in this 
way it becomes apparent that these different aspects of obesity are endowed with 
important psychological and symbolic meaning, and that obesity, in spite of its 
many and obvious handicaps, has also a definite positive function. These positive 
aspects must be recognized before treatment with the prospect of lasting success 
can be carried out (14). 

In the following pages I shall discuss psychological factors in obesity as they 
relate to various facets of the problem; the role they play in the development of 
obesity; the way they result from the state of being obese, and ways they are 
precipitated by misdirected efforts at reducing. 


I. ETIOLOGICAL FACTORS 


A. Physiological Considerations 


Before discussing psychological problems I wish to make a few general 
remarks about some biological aspects of the condition commonly called simple 
obesity. It is customarily discussed as if it were a definite disease entity. This it is 
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fact that overweight is always the outcome of a positive energy balance. In the 
course of my studies I have come to the conclusion that it is misleading to talk 
about “obesity” as if it were a disease entity. It is more correct to speak of 
different types of obesities. There is need to recognize differences in the physio. 
logical makeup and the way these differences are related to psychological reaction 
patterns. It has been extensively demonstrated in animal experiments that mul. 
tiple metabolic and regulatory disturbances are associated with different forms 


of animal obesity (22). No such clearcut differentiation is possible, at this time, |” 
for human obesity. Observations on animals cannot be applied directly to human | 


obesity. However, the fact that in humans, too, one is dealing with different 
forms of obesity is firmly established. At present biochemical research lags behind 
clinical knowledge. There is every reason to expect that laboratory tests will 
become available for more specific diagnoses of these different forms of obesity. 


In a follow-up study on 250 fat children, over more than twenty years, carried 
out at the Babies Hospital in New York, different patterns of development and 
clinical reactions could be recognized, when the outcome was analyzed according to 
the persistence or absence of overweight, and the overall psychological adjustment 
pattern. Four possibilities exist, and all four were observed: 1. Slenderness with 
good adjustment; 2. slenderness with poor emotional adjustment; 3. continued 
obesity, usually of moderate degree, with good adjustment; 4. continued obesity 
with maladjustment (10). It is of practical importance that the long range 


not, even though some obvious physiological facts hold true for all cases, e.g. the : 





outcome can be predicted during childhood with a fair degree of accuracy, | © 
through a comprehensive evaluation which includes an assessment of the emo- | — 


tional problems within the family and how they affect the obese child, and the 
evaluation of the stability or fluctuation of his weight curve. The amount of 
overweight is of less importance, even though severe degrees of obesity usually 
indicate serious maladjustment. 


Obese adults, too, differ greatly in their whole development and their capacity 
for adjustment in the face of life stress, in their eating and activity patterns and 
in the stability or imbalance of their weight regulation. For differential diagnosis 
a study of the weight curve in relation to life events, psychological tests and 
psychiatric evaluation are necessary. These procedures are time consuming, yet 
until we have simpler clinical and laboratory methods they are the only methods 
for recognizing the different forms of obesity. Obesity research in the past has 
been confusing and misleading and efforts at prevention and treatment have been 
found uniformly useless and frustrating. They will continue to be so, as long 
as all cases are lumped together as if they were identical. 


Another general misconception is the idea that all cases of obesity are abnor- 
mal. This is not so. During adolescence a certain weight excess may be part of 
the processes of rapid growth and development. The blossoming of adolescence 
has always been known and thought desirable until our slimness-conscious atti- 
tude began to fight it, creating damaging psychological problems for essentially 
normal young people. There is also, for certain people, an increase of weight 
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with age, fought and criticized by public health experts, but apparently, for these 
people, a sign of a better, more contented adjustment to life. 


As an example of obesity according to the constitutional makeup, I should 
like to cite the history of a young man, now 28 years old, who had been referred 
by his school for being too fat when he was eight years old and weighed 100 
pounds. He came from a family with moderate obesity on both sides and with 
little concern about it. ““We think the bigger he is the better he is.” A short 
effort at reducing was made but the whole family objected. At 1214 years, 
reducing was attempted once more, with a loss of thirty pounds. In retrospect 
he considered this the most miserable period of his life and he felt well only 
after regaining his former weight. There were a few more efforts at reducing, 
with the weight fluctuating between 210 and 225 pounds. There had been no 
progressive increase in weight after he had stopped growing. His weight curve 
runs parallel, although somewhat higher, to that of non-obese men of comparable 
height. This patient, as an adult, is competent in his work, married and has 
children. Although he does not particularly like being so heavy, he feels at his 
best only when he maintains a certain weight, which one may call his “preferred 
weight” (13). This constitutional form of obesity is usually of moderate degree 
and fairly stable, and does not interfere with good adjustment. In an unfavorable 
social climate, such people, in particular young girls, are exposed to so much 
humiliating rejection that the social isolation may precipitate emotional disturb- 
ances which in turn may result in more severe obesity. 


It is undetermined at present whether such people, for whom being heavy 
is normal, have similar or different metabolic deviations. There are definite 
differences in their weight curves, eating and activity patterns and also indications 
of differences in the underlying metabolic deviation. The present uncertainty 
about the physiological disturbances in different forms of obesity represents true 
progress over previous periods with their dogmatic efforts to explain all cases of 
obesity as caused by one factor. During the thirties the prevalent view was that 
obesity was caused by disturbed function of one or more endocrine glands (3). 
The time of sweeping diagnosis of ‘‘Froehlich syndrome” and similar labels was 
followed by a one-sided emphasis on overeating as the cause of obesity, with 
dieting as the obvious and simple cure. This view still dominates the clinical 
field. 


It is true, of course, that people grow fat when they eat more than they need. 
This, however, represents only the mechanism through which fat accumlation is 
achieved; it says nothing about the underlying reasons for the excessive food 
intake, which may be found in physiologic and/or psychologic factors (4). 
Experimental biology has focused on disturbances in the hypothalamic centers for 
appetite, satiation and weight regulation. In exceedingly rare instances of human 
obesity, local lesions (tumors, arterial aneurism, encephalitis) can be diagnosed 
as provoking obesity. In the great majority of cases, however, those called simple 
obesity, it has not been demonstrated, although it has frequently been assumed, 
that there are innate regulatory disturbances, or that they develop “functionally” 













































in periods of stress. The importance of psychological factors in overeating has 
found increasing recognition and will be discussed later. It must be mentioned, 
however, that the factor “overeating” varies greatly from one individual to 
another, and plays a different role in the same individual in different life 
situations. 

Inactivity as an energy-saving factor has found much less attention in recent 
clinical work. For a long time the concept of energy-saving of the obese was 
linked with the idea of a lowered basal metabolism. When the futility of this 
approach was finally recognized, interest in energy-saving lagged and physical 
inactivity was looked upon as of minor importance. Actually in a clinical study 
of obese children, the magnitude of this factor had been described in great detail 
(5), but found little attention in subsequent clinical work by other researchers, 
Passivity and inactivity are deeply interwoven with many aspects of an obese 
child’s development and may permeate his whole life. 

The behavior of David, a fat boy of ten, who was brought for examination 
because the school urged it, may serve as an example. He was so slow and un- 
skilled that he could not do such simple things as hanging up his coat, using the 
scissors, Of opening a closet door. His achievement in the intellectual field was 
good and he was a proficient reader. The mother continued to accompany him to 
school, which was only one block away, and led him by the hand like a two-year- 
old. During the medical examination he accepted dressing and undressing by his 
mother with such passivity that he resembled a wooden manikin. The mother 
did not consider his lack of skill unusual. She resented the fact that the school 
authorities had interfered and had drawn her attention to it. It had never 
occurred to her that David might do anything for himself or that he might do 
small jobs around the house and run errands for her. She had never allowed him 
to play with other children, always afraid that he might get hurt or be exposed 
to infection or acquire bad language. 


It is not surprising that children with such an unbringing do not find much 
enjoyment and satisfaction in association with other children or in active games. 
Usually they are frankly afraid of new experiences or contacts. When asked if 
he ever enjoyed running a race, David answered with surprise: ‘I have nothing 
to run for.”” Many fat children are kept away from all contact with other children 
and are constantly impressed with the possible dangers of exercise. Thus play and 
athletics, instead of being a source of enjoyment and recreation, are charged with 
the concept of threat and danger for the obese child. 


There are great individual variations. High degrees of underactivity are 
usually associated with severe disturbances in personality development. Yet some 
obese children are described as quite active, and a few show great proficiency in 
certain sports and activities. 


Marked underactivity is of importance for the development of obesity, a 
point that has been stressed in recent years by Mayer and his coworkers (17). 
People in sedentary occupations have a greater tendency to overweight than those 
who are physically active. Quite recently Stunkard (27) measured the distances 
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fat women walked each day as an expression of their physical activity, and found 
that they were decidedly less active than non-obese women of the same age, with 
the fat women walking less than half as much as non-obese women. He observed 
also a different emotional attitude towards activity. 

Another series of observations revealed marked daily fluctuations determined 
by biological, social and emotional factors, in the same individual. Decreased 
physical activity was found associated with depressive reactions. Fluctuations in 
activity were also related to changes in eating patterns. One man, who was 
studied in detail, was at his lowest state of activity when depressed, and suddenly 
became active when the conflicts underlying the depression were resolved. He 
went on an eating binge at the same time and gained weight, in spite of his 
increased activity (28). 

Recognition of the differences in constitutional make-up or physiological 
reaction patterns is important for a better understanding of the psychogenic 
factors. There has been a tendency in the literature to contrast physiological to 
psychological factors, as if their presence were mutually exclusive. Actually one 
cannot understand one factor without giving due consideration to the other. 
Interaction between physiologic and psychological factors is a continuous process 
in the development and course of obesity. 


B. Reactive Obesity 


The psychiatric problems of obese people are far from uniform. It is not 
possible to speak of the dynamics of one basic personality type as characteristic 
for all obese people. The importance of emotional disturbances in obesity was 
first recognized in cases where it developed as a reaction to some traumatic ex- 
perience. The French literature of the 19th century discussed the possibility of 
obesity being a nervous or neurasthenic symptom (21). The case of a father 
who began to put on weight immediately after the death of his son is reported 
as an example. He was embarrassed and could not understand how he could 
become fat in view of his grief and bereavement. Throughout his life he had 
never weighed more than 60 Kg., but a few months after his son’s death, in 
October, 1885, he weighed 82 Kg. and in the following January 90 Kg. He tried 
to exercise but without success. In May 1886 his weight was 102 Kg., and in 
July, 106 Kg. After the first and second World War, German and French 
authors described a paradoxical form of obesity which developed after severe 
mental shock, after bombing, or following the death of a beloved person (20, 16). 

In my own observations (4, 6) obesity develops not infrequently after the 
death of a member of a family, separation from home, when a love affair breaks 
up, or in other situations involving fear of desertion and loneliness. 

The reactive use of overeating is not limited to such dramatic situations; it 
serves a defense mechanism in many less spectacular life events. Overeating as 
a response to and compensation for tension and frustration is now commonly 
recognized as a psychological form of obesity. Situations that provoke overeating 
and decrease in activity are akin to those usually accompanied by grief or severe 
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depression. Quite commonly these fat patients suffer also from depressive feel- 
ings, though not of the intensity of the usual depressive spell. If reducing is 
enforced, they are apt to become openly depressed. I consider this the charac. 
teristic form of psychological obesity in adulthood and middle age, although I 
have observed a few instances in childhood. There are, of course, many adult 
fat patients who are grown-up representatives of the developmental form of 
obesity characteristic of childhood. In the history of those who develop reactive 
obesity, one can frequently recognize in the early life circumstances which had 
endowed food and activity with distorted emotional significance. 


For this group of obese patients who are potentially depressed, Stunkard 
(25) described a distinctive eating pattern which he called “night-eating syn- 
drome.” It is characterized by nocturnal hyperphagia, insomnia and morning 
anorexia. People who begin to eat excessively after dinner and from then on 
into the night, characteristically feel lonely and are limited in experiencing satis- 
faction from human contacts. In obese children and adolescents it has often been 
observed that the period of excessive eating falls between their coming home 
from school and the evening meal. These children have no friends with whom 
they could spend these hours, and they may come into an empty home or a home 
where they feel criticized and unwanted. 


C. Developmental Obesity 


This form of obesity commonly occurs during childhood, although not all 
obese children belong to it. Some suffer from the simple constitutional form in 
which being heavy is part of their natural body build. However, in most obese 
children, and adults who had been obese since childhood, there is an intermin- 
gling of this constitutional factor with the severe emotional and personality 
disturbances of developmental obesity (7, 8). Such children’s whole development 
seems to center around being fat, eating as much as they want, and avoiding 
physical activities and social contacts. These children grow up in a family setting 
in which they are used by one or the other parent, sometimes by both, as a thing, 
an object whose function it is to fulfill the parents’ needs and to compensate 
them for failure and frustration in their own lives. The child is looked upon as 
a precious possession and offered the very best of care, expressed as over-protect- 
tion (which interferes with the development of muscular skills and adequate 
social learning,) and in excessive feeding. Quite often this close dependence of 
the child brings about a semblance of satisfaction and harmony in the family. 
As the child grows older the resulting obesity becomes an object of attack and 
condemnation. 


Usually the mother plays a dominant role in the emotional life of such 
families, indulges the obese child and keeps him closely tied to herself. There 
are, of course, endless individual variations in the interaction between a child, 
father and mother, and the outside world. Not infrequently, it is the father who 
keeps a child excessively close or makes unrealistic demands on him. 
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The problems of such children and adolescents offer many parallels and 
similarities to the premorbid personality problems of schizophrenics (15). These 
children and young people have grave difficulties in coping with reality demands. 
Deficient social relations are usually described by words like “withdrawn” and 
“seclusive” and they are “explained” as being due to the obesity. Like the 
schizophrenic the obese person may have an exceedingly low frustration tolerance, 
reacting with sudden withdrawal or undermining hostility to unexpected 
demands. Associated with this is a sense of helplessness, a conviction of inade- 
quacy and inner ugliness — derogatory and self destructive attitudes that are 
compensated for by flight into fantasy and daydreams. These daydreams of the 
obese, even of those who offer the facade of adequate functioning in certain 
areas, are of an astounding grandiosity and may deal with a transformation of 
their ugly physique to glamorous appearance, often with change of sex, and with 
unlimited power over and admiration from everybody. Quite often these fantasies 
are of sadistic and aggressive nature — in contrast to a placid and cheerful outer 
appearance and behavior. 


Case History 


Peter was 16 years old and extremely obese (260 pounds) when he came for 
psychiatric treatment because he did not want to finish high school. He had 
become so slack in his work that he was in danger of failing in spite of excellent 
intelligence. His general attitude towards life was one of complete resignation. 
There was no sense in planning for the future, or in trying to achieve anything. 
His feeling about treatment was just as lackadaisical; something his parents 
wanted him to go through, but there was no hope and no future for him. One 
day he gave up his usual restraint and answered the question: ‘What would be 
worth while?” with a passionate outburst which stood in glaring contrast to his 
usual passivity: “What is the sense of doing homework? If you can’t get 90 or 
100 in all subjects, why try to do anything? Just to be average, just to be good, 
just to do what everybody else does — there is no sense to living that way. And 
even if I go on studying, who will guarantee that my name will be remembered 
five hundred years from now? Why should I work and exert myself just to be an 
average lawyer, doctor or business man? I cannot see the sense to that.” He also 
had fantasies of carrying out “the perfect crime” in which he would acquire 
great wealth or take revenge on all his enemies who had humiliated him for 
being fat. 

It is unavoidable that with such unrealistic aspirations which cannot possibly 
be fulfilled a person suffers one defeat after another and lives in an atmosphere 
of frustration and anxiety. In the face of all these failures and disappointments 
the fat person seeks comfort and solace in overeating. The invariable result of 
such craving is increased obesity. 

The background for the exaggerated importance of eating and the manifold 
emotional uses to which food is put by such people is the fact that the human 
infant is unable to satisfy his need for food without the attentive cooperation 












































of another person (12). Thus, food intake from the very beginning is inter. 
woven with emotional experiences in relation to the food giving person. In this 
reciprocal process and emotional interplay between mother and child, the way 
a child responds is as important as the maternal attitude. Under fortunate circum- 
stances, when the mother’s attitude and the infant’s responses are well attuned 
a child grows up healthy and well. Innate constitutional factors, which imply 
a capacity for large food intake in a potentially fat child, play an important 
role in this development. A mother who is secure with her child will satisfy 
his greater needs but will also encourage other aspects of his development. 
However, there is danger that a neurotic mother will exploit this innate capacity 
and feel that this is the only way to satisfy her child. Feeding may remain the 
only situation in which mutual satisfaction is experienced, particularly if the 
mother is insecure and unable to give of herself. The feeling of getting a positive 
response from her child, in at least one area, may retain a high emotional value 
and thus prevent maturing of the child. 


The mother of a 16-year-old tremendously fat girl expressed this as follows: 
“She enjoys me as a mother only when I feed her.” Thus she continued to 
tempt her daughter with rich dishes, although she was ashamed of her daughter's 
greed and ungainly appearance. Yet, to see the girl’s face light up when food 
came into the picture reassured the mother that she had not completely failed 
in her role, that there was at least one field where she did not need to feel 
“everything I do is wrong.” 

Under such circumstances, it is very difficult for a mother to permit her child 
to develop other skills, in particular a free development of muscular activities. 
The result is the awkward, slow-moving fat child without desire for any activity 
and lacking independence. The overt expression of his immaturity takes many 
forms, the most obvious a continuous dependence upon the mother, even at 
advanced age, for the simplest services of physical care and for satisfaction of 
emotional needs. 

Such a child fails to learn to recognize correctly his own bodily sensations 
and feelings, and thus develops an indiscriminate desire for food, and “‘feels 
hungry” whenever there is a disturbance in his intrapsychic or interpersonal 
equilibrium. He will also be deficient in judging social situations or in responding 
to people outside his family. Increased obesity and/or disintegration of behavior 
may occur when he is exposed to strange situations. 


Case History 


John’s development is a case in point. He suffered an acute psychotic episode 
shortly after entering a boarding school when he was 16 years old. He had been 
obese most of his life and there had been continuous conflicts at home about 
his insolent behavior and his greedy unmannered eating. 


John was the younger of two brothers. His parents had progressive ideas 
about child care and an extensive psychological vocabulary. At the same time, 
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the father was alternately extremely permissive or absolutely denying. At times 
he engaged in violent outbursts of rage against his sons for even minor mis- 
demeanors. The father came from a wealthy background but in order to prove 
his independence, he wanted to live on a very modest scale. His children, familiar 
with the luxury in the home of their grandparents, felt deprived and abused when 
demands were made upon them. 

John’s relationship with his mother was extremely close and she was very 
protective of him. Yet during the acute disturbance he became critical of her and 
accused her of having played him and his father off against each other, wanting 
love and adoration from both. He also resented her extreme permissiveness 
during his childhood; he felt she should have curtailed his greedy eating since 
he, as a small child, did not know what it meant to be a fat boy; he felt that her 
overprotectiveness meant that she did not really respect him. It also appeared 
that John, even when quite young, had been aware of the rigid dietary regimen by 
which his mother kept slim and had interpreted it to mean that she was starving 
because he was so greedy. 

John was an unusually tall and handsome child and was greatly admired for 
his picturesque vocabulary and his gift for story-telling. As he grew older, 
however, he developed a need to seem to know everything, and he expressed 
pompous and misinformed opinions on every topic. This estranged him from 
his classmates, who made fun of his pretensions. He was also isolated because of 
his large size, which made him appear two or three years older than he was; and 
from about the age of 8, when he became increasingly obese, this became an 
object of humiliating ridicule. At about the same age, John began to suffer from 
anxiety symptoms; the most conspicuous his fear of going out on the street 
unaccompanied. He also did poorly in school, chiefly in subjects that required 
systematic work. This was a severe disappointment to his parents, particularly to 
his father; they had expected miracles from John in academic accomplishments, 
because of his intellectual precocity and because of the failure of their older son. 

In the course of treatment, which was begun when John was 12, it became 
apparent that much of this behavior was related to his anger and hatred toward 
his father. That is, he felt that it served his father right to have a son who was 
such a coward that he had to be accompanied like a baby, even though he was 
the biggest and strongest boy in the whole neighborhood. He resented the fact 
that his father expected him to be independent and successful, and his poor work 
in school served to sabotage his father’s hopes and wishes. His enormous food 
intake was also related to this hatred for his father, and he would eat huge 
amounts of meat after dinner because he felt that his father had been stingy in 
giving him his portion. He felt that his father had deprived him of many things 
— but at least he could not deprive him of food. 


John was without friends throughout his school years. He spent most of his 
time reading, chiefly murder stories and other books of which he knew his father 
would disapprove, or sitting in front of television. His favorite pastime was 



































dreaming of glory or revenge, of the perfect crime in which he would get even 
with his father or brother, inheriting the family fortune and thus lead a life of 
adventure, political success and unlimited riches. 

There was a gradual improvement under treatment, so that he could walk 
freely around the city, and finally he spent a successful summer in camp, where 
he lost weight without too much effort. At the end of the summer, his height was 
six feet two inches and he weighed 220 pounds. Thus he appeared to be in fairly 
good shape when he entered boarding school. However, his hopes for beginning 
a new life, making friends and being an academic and athletic success were 
frustrated. He felt bewildered by the school routine, was full of hate and did 
not know whom to blame, and he became even more lonely, gaining 50 pounds 
within the next few months. The psychotic breakdown occurred when he felt his 
parents rejected him by not permitting him to come home. 

In this case the breakdown occurred in spite of the increased obesity. In many 
instances the pseudosatisfaction which overeating provides may serve as a protec- 
tion against an experience that would precipitate a psychosis in other people. 
In long-term observations Kallman (18) found a high coincidence of schizo- 
phrenia in identical twins; that is, when one twin became psychotic, the other 
twin (in 80% of cases) also became psychotic. There were a few exceptions, 
which were related to differences in physical strength and weight. In these rare 
cases, it was the heavier twin — the one who maintained excess weight — who 
did not become psychotic, whereas reducing precipitated the breakdown in the 
other twin. 


II. PSYCHOLOGICAL ASPECTS OF BEING OBESE 
A. Nutritional Aspects 


According to popular opinion overeating makes people slow and lethargic. 
Clinically, very little is known on how far the state of chronic overnourishment 
influences psychological functioning. As a matter of fact, there is no uniform 
concept of what obese people are like. Traditionally, a fat man is a jovial good 
fellow, cheerful, easy going and good friends with everybody. There is also the 
reverse picture, in which fat people are conceived of as despicable, slow, dull and 
uninteresting. Some fat people describe themselves as contented and uncon- 
cerned, but the great majority readily admit their unhappiness and bemoan their 
fate. Fat patients who go on eating binges may describe how they gorge them- 
selves until they feel nearly senseless. Others will talk of a state of growing 
elation while eating more and more, and they dread the feeling of emptiness 
and depression when no food is forthcoming. As I said before, little is known 
about the extent to which mood and mood swings of fat people are determined 
by the state of overnutrition. Yet this is a factor that cannot be neglected in 
contemplating the psychological problems of fat people. 
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B. Cultural Attitude 


A vivid description of the mental suffering of fatness was given by Banting 
in his famous “Letter on Corpulence, Addressed to the Public,” published in 
1863 (2). He complained: “No man laboring under obesity can be quite insen- 
sible to the sneers and remarks of the cruel and injudicious in public assemblies, 
public vehicles, or the ordinary street traffic; nor to the annoyance of finding no 
adequate space in a public assembly if he should seek amusement or need 
refreshment, and therefore he naturally keeps away as much as possible from 
places where he is likely to be made the object of the taunts and remarks of 
others.” Since Banting’s time obesity has vastly increased in its negative rating 
as an object of ridicule and humiliation. It is hard to over-rate the damaging 
effect on overweight people, particularly the younger group, of our current 
cultural condemnation. They not only feel excluded but they are discriminated 
against in social situations and in job competition. 

There are wide social and cultural differences in the attitude toward over- 
weight people. At present, there is danger that the public campaigns against 
overweight may create new problems instead of alleviating them. Whatever the 
merits of the education towards slimness, and there is no doubt that good nutri- 
tional knowledge is useful for many non-obese people, there is reason to be 
alarmed about the harmful effect of such propaganda on people who have a 
tendency to be overweight or are downright obese. 


C. Self-appraisal 


The hostile social attitude has a profound influence on the obese person, 
particularly on the young, because it provokes and adds to the contempt and 
self-hatred from which many fat people suffer. There is no denying that obesity 
is a psychological and social handicap; it becomes so mainly by being the focus 
of a derogatory attitude towards the self, which has resulted from the disturbing 
factors during the growing-up period and expresses itself in a low self-esteem 
and in a deeply disturbed concept of the body image (7). Obese young people 
feel excluded from the activities of their age group. They are so embarrassed 
about exposing their unshapely figures that they become increasingly withdrawn 
and seclusive. They give up whatever sport and physical activities they may 
have enjoyed, then avoid large groups, and finally they even stay away from 
friends in order not to embarrass them, as they say, by their ungainly company. 
The preoccupation with weight and appearance may become so grave that it 
overshadows all other feelings and actions. 

The derogatory social attitude is also of grave consequence because it gives 
the fat person such a ready alibi for continuing or re-enforcing the very problems 
that have led to the obesity. The fat girl who feels unattractive, or who has been 
made to feel unattractive, has little prospect of getting married, particularly if 
she is so convinced of being rated only according to her size that she will not 


permit herself to become acquainted with any young men. In many young people 







































































being fat stands like an insurmountable obstruction in the road towards a 
cherished professional goal. This explanation permits them to cover underlying 
feelings of inadequacy or to indulge in daydreams of what they might have been 
if fate had not been so unkind as to make them fat. 

The really puzzling aspect of the psychology of obese people, who blame all 
their misery and failures in life on “being fat,” is their seeming unwillingness or 
inability to do something about it (9). If one learns to understand fat people 
intimately, it gradually becomes apparent that their tremendous size, which they 
so loudly bemoan, is not without a positive emotional meaning for them. This 
is more easily recognized in obese children who say quite frankly “I would 
want to lose weight but I do not want to be skinny.” Size gives many fat 
people a sense of strength that they lack in their self awareness. On a primitive 
symbolic level there is a desire to be big. One fat boy expressed it as “I’m just 
not big enough for what I am cut out to be;” then he stopped at the word “big” 
and added: “I mean in my mind — Just look at me — I certainly do look big 
enough.” 

A dramatic illustration of trying to solve the problem by becoming thin is the 
case of a young college student, who in her desperation about her appearance, hit 
on a drastic cure. She did as the Romans did and provoked regurgitation after 
each meal. She achieved her outer goal; she lost the excess weight, looked pretty 
and might have become a “beauty dream.” Psychologically, however, little had 
changed. Her attractiveness was attested to by a large number of marriage 
proposals and a string of broken engagements. She was eager to meet people 
and to make contacts. But then she withdrew so that her would-be friends and 
suitors would not have a chance to find out what a ‘“‘ugly and clumsy soul” was 
hidden behind her no longer fat and misshaped exterior. 

Many other fat people, who have attained slimness by more conventional 
methods of reducing, have had similar experiences, namely that in spite of being 
thin they feel as uneasy as before in social situations and are just as preoccupied 
with their weight and figures. This group of ‘‘thin fat people’ rate themselves 
in the same derogatory way they did when they were heavy (14). 


III. PSYCHOLOGICAL ASPECTS OF REDUCING 
A, Nutritional Deficit 


The underlying psychological factors indicate why obesity has always pre- 
sented such a baffling therapeutic problem. Viewed as a disturbance in energy 
balance, treatment of obesity should be simple. Reduction of the food intake and 
increase in exercise should, and actually does, accomplish a predictable loss in 
weight. This fact has been known since the time of antiquity and is prevalent in 
today’s medical practice. Therapeutic failures are explained away as due to a 
patient’s lack of cooperation. 

There is a widespread tendency to claim that a fat patient will not suffer 
hunger while on a reducing diet. Traditionally physicians have attacked the 
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patient’s complaints as signs of poor motivation. It is only recently that these 
complaints have been recognized (11) as biologic distress signals which indicate 
a threat to a precarious emotional balance. 

The old assumption was that excess fat would be metabolized when the food 
intake was restricted. Recent studies on genetically obese mice suggest that this 
can no longer be taken for granted. On restricted diets, protein was lost as well as 
fat and the fat protein ratio remained strikingly high (1). Detailed observations 
on psychological reactions during experimental starvation were made by Keys 
and his co-workers (19). An extreme narrowing of interests, irritability and 
continuous preoccupation with food was observed in all subjects. There were a 
few in whom the experiment had to be discontinued because they developed 
serious emotional disturbances. The absence in the diet of one of the indispens- 
able amino acids is enough to lead, within a short time, to severe failure of appe- 
tite, fatigue, even psychotic disturbances, as shown by Rose and co-workers (24). 


Clinicians, too, are increasingly alert to the fact that some fat people will lose 
protein long before their fat stores are exhausted. Ohlson and her co-workers 
(23) found in all cases in which less than 50 grams of protein or 1000 calories 
were eaten, that the subjects were losing nitrogen from the body, indicating that 
body protein was being sacrificed. Even when larger amounts of protein were given 
(90 grams) some subjects were consistently in negative nitrogen balance. This 
was observed in women with good muscle tone who would promptly regain the 
lost weight when the diet was discontinued. 


Psychologically there are also many indications that fat people may react to 
dieting as if they were starving. I quote from the experience of a young woman, 
who during a brief interruption of psychotherapy, began a reducing regimen 
(9). In two weeks she lost approximately ten pounds. She described an insane 
desire for all kinds of food, even those she ordinarily loathed, and the thought 
of food kept her awake. She was tired and dizzy during the day and her knees 
felt weak. She was in a state of extreme tension and felt that she had to watch 
every step, in a physical sense, as well as in regard to eating. ‘“There is a feeling 
of walking just off the edge of something — a feeling of no volition.” She 
drank large quantities of tea, smoked continuously and tried to escape by reading 
magazines or going to the movies. The continuous struggle against hunger led 
to a complete disintegration of her usual activities. She finally went off the diet 
because she felt ‘face to face with the unhuman part of myself.’’ Her emotional 
experience during the self-imposed reducing was distinctly different from her 
usual reactions in stressful situations. Her speaking of the “unhuman part of 
myself”’ indicates this sense of strangeness. It is of interest that this same patient 
was able to undertake a less rigid reducing regimen some time later, after her 
psychological problems were better understood, without such an acute reaction. 

Her whole behavior was strikingly similar to that described as characteristic 
for normal people during the early phase of starvation. Obese people with such 
strong reactions, who do not break the diet at this point, are in danger of becom- 
ing severely depressed or even psychotic. 





B. Disturbances in the Security System 


For obese people who are obese because they use overeating to obtain a sense 
of satisfaction and who avoid activities and situations in which they might experi- 
ence anxiety, a change in the eating and activity pattern interferes with their 
essential defense mechanisms and their basic sense of security. Psychological 
symptoms will result from this. 

The danger of precipitating acute behavior disorders, even psychosis, has 
been reported by Bruch (4, 6, 11, 15), but these findings were interpreted in 
the literature as exceptional reactions in selected cases. 


Stunkard (26) in a study at New York Hospital observed untoward responses 
to weight reduction in a startingly high proportion (50%) in a group of 100 
unselected female fat patients. Severe emotional disorders in connection with 
dieting were observed in 9 out of 25 patients who were studied in detail. 
Stunkard tested the statistical validity of his observations and found that the 
incidence of severe illness was significantly higher during the brief period of 
reducing than at other periods in these patients’ lives. These observations show 
the high incidence of dangerous reaction. The notoriously poor cooperation with 
the reducing regimen, particularly flagrant in the case of obese children and their 
parents, is thus an expression of the great importance which the state of obesity, 
the excessive food intake and under-activity have for the maintenance of the 
emotional health of obese people. In other words, these factors are a protection 
against more severe mental disorder. 


C. Therapeutic Implications 


From all that has been said before, it should be obvious that the treatment 
of obesity is a far from simple matter. Paradoxical as it may sound, weight loss 
and food restriction are mot rational and causal treatment of obesity (9). The 
psychological problems that come up in connection with reducing in no way undo 
the conflicts and difficulties involved in the development of obesity. On the 
contrary, the strain, frustration and disappointment of dieting often re-enforce 
existing difficulties, and thus may ultimately result in a more severe weight 
problem, or manifest mental illness. 


Since the whole obesity syndrome develops in a setting of disturbed inter- 
personal relationships, the quality of the physician-patient relationship and the 
attitude of the family play a significant role during treatment. Cooperation by 
a family does not mean policing each bite an obese child, or an adult for that 
matter, eats. A sympathetic and supportive, or hostile and contemptuous attitude 
makes the difference between success or failure of a reducing regimen. 


Great difficulties arise, also, from the fact that the common cultural attitude 
shares the unrealistic expectations of what reducing will do. Even physicians will 
promise success and resolution of life’s difficulties as reward for becoming slim. 
To judge a fat person’s readiness for dieting, a realistic evaluation of the total 
situation is essential. To an adequately adjusted overweight person, reducing is 
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a rational task with only one goal, namely that of losing weight. Even then it is 
not easy and simple, and such patients too need emotional support and super- 
vision. 

For disturbed fat people with unrealistic expectations, ‘dieting’ is not what 
it appears to be in physiological terms, but it becomes a magic tool that will 
bring fulfillment of impossible aspirations. An assessment of the motives for 
reducing is therefore of utmost importance. Without a corrective reappraisal of 
his fantastically high aspirations, the fat patient is bound to be disappointed and 
repeat the sad cycle of regaining the painfully lost weight. 

Another problem encountered by many fat people during reducing is an inner 
struggle between the desire to be thin and the wish to retain the potential power 
which being fat implies. Even after many failures and suffering from a fatalistic 
sense of helplessness, the fat person thinks in the back of his mind “If I only 
put my will power to work, I can have the body I want. I can be thin any time 
I choose.” Many seem to suffer real fear that with actual reducing, this potential 
for special power will be taken away from them. Such people may follow the 
reducing regimen in a most rigid ritualistic way and experience an exaggerated 
sense of well-being during the early phase of reducing. The dwindling pounds 
and inches are proof of the effectiveness of their secret power. If the distortion of 
the sense of reality is severe, they may go on with reducing to the bitter end. 
The picture of anorexia nervosa is a tragic, though fortunately rare, outcome of 
reducing cures carried out without regard for the underlying psychological 
problems. 

Stunkard (26) also emphasized a period of elation which many obese patients 
experience in the beginning of reducing. Some patients seem to reach the decision 
to reduce at the same time when they feel ready to interrupt an important 
dependency relationship. Often the first manifestations are feelings of freedom 
and exultation over an apparent release from bondage. This elevation of mood 
may persist for weeks until some apparently minor event makes the patient 
realize the possible consequences of his flight from dependence and he will react 
with severe anxiety. After a week or two the anxiety is displaced by a depressive 
reaction lasting for months, with abandonment of the diet and increase in weight. 


In order to forestall recurrent failures which take place in a much higher per- 
centage of cases than the numerous enthusiastic publications on new reducing 
diets would lead one to suspect, it is necessary to evaluate the circumstances of a 
patient’s life in detail. This knowledge is not an attempt to trap the patient into 
confessing that he is lazy and greedy but serves to diagnose correctly the extent 
of his difficulties and to find where he needs help. Only with a non-reproachful 
attitude is it possible for a physician, together with the patient, to examine the 
advisability and prospect of dietary and other changes in living habits. When 
environmentally conditioned disturbances and conflicts are recognized, the 
physician may be of help in removing or solving those that interfere with a 
reasonable reducing regimen. Quite often, extensive psychiatric treatment is 














































necessaty before a patient feels stable and secure enough to undertake reducing, 
or to handle his life’s problems more constructively. 


At this time there is need for an organized public campaign to counteract the 
enormous propaganda in favor of reducing as a cure-all. A new orientation of 
the medical profession is a first step towards a more rational approach to the 
whole problem of obesity. 
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